He was seen at frequent intervals thereafter and remained well for nearly 2 years.
A male, aged 56, attended hospital in September 1950 with a firm, superficial, slightly painful swelling on the upper and medial aspect of his right forearm first noticed as a firm, slightly tender nodule of the skin 4 weeks previously. The tumour (1.5 X 1 cm.) was excised and found histologically to be a solitary leiomyoma cutis consisting of interlacing bundles of smooth muscle fibres ( Fig. 1 .) Mitotic figures were not numerous but occasional giant cells were seen. The tumour, although well-circumscribed, was not encapsulated and had not been totally excised.
In November 1950, he was re-admitted for wider excision. A small painless nodule was found under the scar but no epitrochlear or axillary glands could be palpated. There was no evidence of lung metastases radiologically. In the subcutaneous tissue were two small nodules of tumour, the larger measuring 0.5 cm. These nodules were cellular with frequent mitoses and several giant cells ; the appearances were those of leiomyosarcoma.
In July 1951, lie was re-admitted on account of pain in the scar region and was found to have a recurrence near the scar. The area affected was hard, irregular and indurated and the appearance was now clinically indicative of malignancy. No epitrochlear or axillary glands were palpable. The previous scar and the recurrent tumour were excised along with a margin of normal skin. At one part the affected area appeared to be adherent to the deep fascia which was also removed along with some underlying muscle tissue. The tumour was now locally invasive and showed numerous mitoses and a moderate degree of anaplasia (Fig. 2.) He was seen at frequent intervals thereafter and remained well for nearly 2 years.
In June 1953, however, he presented with a slightly painful lump in the right axilla of 4 weeks' duration and was found to have a large irregular hard mass in the right axilla not attached to skin but somewhat firmly fixed in the axilla. The epitrochlear gland was also found to be enlarged. X-ray of lungs showed no abnormality.
In right shoulder of 6 weeks' duration. The tumour situated under the epidermis was excised and found to be a well-circumscribed but nonencapsulated ovoid tumour measuring 1.8 X 0.8 cm., (Fig. 3 .) It was very pleomorphic and varied considerably in structure. In some areas were many spindle cells bearing only a superficial resemblance to a leiomyoma (Fig.4) , while in other areas were many large round cells with eosinophilic but non-granular cytoplasm (Fig.5) . Giant cells and mitoses were fairly numerous and several cells exhibited cytoplasmic vacuolation (Fig. 6 ). The appearances suggested that this was a malignant tumour of muscle origin. His sedimentation rate and blood count were normal and X-ray examination of the chest, spine and shoulder revealed no abnormality.
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